GUEST EDITORIAL
The root cause of physician burnout cannot be solved with resilience efforts Physician burnout has become a hot topic in the popular press. It seems that a day doesn't pass without seeing an email, editorial, or published research article on the topic, and this is good. Burnout in medicine is real and has been proven to lead to detrimental effects on the physicians who are affected, their colleagues, and even their patients and their patients' clinical outcomes. It has been shown to start in medical school and affects about 50% of physicians at any given time regardless of career phase, practice setting, income, or gender.
Professional burnout is a constellation of three factors that manifest mostly in people who work in the human services industries: emotional exhaustion, depersonalization, and reduced sense of professional accomplishment. Emotional exhaustion presents with chronic feelings like one is at the end of his/her rope and has no more to give on an emotional level. Over time, this can lead to depersonalization, which is the frightening tendency to treat those people around us as objects. The reduced sense of professional accomplishment that results is associated with adverse psychological consequences such as depression and anxiety; and burnout may even play a role in the rising rate of physician suicide.
While physician burnout surely has been present in some individuals across the profession for decades, the corporatization of medicine that began in the early 1990s has levied a heavier toll on physicians in recent years. The burnout problem can be traced largely to loss of physician autonomy and marginalization of physicians in the decision making within our practices.
The exponential rise in healthcare administrative burden, challenges of the electronic medical record, external practice regulations, financial pressures, and increased focus on outcomes have created a recipe for burnout in the physician workforce. The problem is real and has become recognized at the highest ranks in medicine in the United States. The good news is that recognition and awareness of critical problems generally leads to change.
Initial efforts targeting the problem were directed at physician resilience: sleep hygiene, exercise, mindfulness/meditation, taking vacation, and avoidance of unhealthy coping strategies such as alcohol misuse. While in no way diminishing the role that these efforts play in everyone's life, they just don't get to the root of the problem.
With expanded pressure to address the issue, there has been great growth in wellness programs available to clinicians at most large health systems. These are valuable as they can serve as a toolbox for individual wellness and often offer an opportunity for interaction with peers regarding the topic. Such programs also serve as an important platform to initiate institutional changes around physician work, workflow, documentation support, electronic record optimization, and over-interpretation of federal regulation, for example.
More change is needed. The National Academy of Medicine has launched the Action Collaborative on Clinician Well-Being and Resilience. Hopefully, this will set the stage for national policy changes to protect and promote our physician workforce collectively. Physicians need to fight the notion that we are simply "providers," which is a word I detest. We are at the core of every element of restoring and promoting health for our patients. We are not a cog in the corporate healthcare wheel, and we need to stand together for our patients and ourselves.
As physicians, we need to find a way to unite, lest we be left to wallow with the destiny of our profession at the hands of healthcare administrators. Only through the preservation of our profession can the problem of burnout be mitigated meaningfully.
